, DORC International, Netherlands)Fenhanced phacoemulsification was performed using a temporal clear corneal approach. The anterior chamber was filled with sodium hyaluronate 3%-chondroitin sulphate 4% (Viscoat s , Alcon Ophthalmic, Fortworth, TX, USA). Trypan blue was injected directly over the anterior capsule, avoiding the area of zonulysis. However, the dye was noted to enter the vitreous cavity from the area without clinically evident zonulysis posterior to the corneal incision. Irrigation was immediately carried out with balanced salt solution to remove excess dye. The loss of red reflex made phacoemulsification and the visualization of the capsular bag very difficult. After a Cionni 1L capsular tension ring (Morcher s Cionni capsular tension ring, FCI-Ophthalmics Inc., MA, USA) was inserted and scleral fixated at the 2 O'clock position with 10-0 prolene under a scleral flap, an acrylic lens was implanted in the capsular bag. The iridodialysis was simultaneously repaired with 10-0 prolene. As there was no vitreous presentation, vitrectomy was not performed.
On the first postoperative day (POD), the visual acuity was 20/50. A grade 1 relative afferent pupillary defect (RAPD) was noted. The vitreous cavity had a moderate bluish hue that persisted until the fourth POD. (Figures 1   and 2 ) There was no macular oedema or other fundus lesions. Multifocal ERG (mfERG) showed reduced foveal P1 response without significant delay in implicit time (IT). Full field scotopic and photopic responses were subnormal without significant delays in IT.
At 1 month, BCVA was 20/20; the RAPD had resolved. Repeated testing showed normal photopic a-wave amplitudes and near normal photopic b-wave and 30 Hz flicker amplitudes.
Comment
Our patient presented with transient decrease in retinal responses post phacoemulsification, for which we suggest a multifactorial aetiology.
Inadvertent vitreous staining has been reported in cases with presumed zonular weakness post-trauma. In this case of post-traumatic cataract with subluxation, the dye was noted to enter the vitreous cavity through clinically evident and nonevident areas of zonular loss. Although Trypan blue at a concentration of 0.06% with exposure time of 2 min has not been found to cause retinal toxicity, [3] [4] [5] prolonged dye exposure has been reported to be toxic to the retina. In this case, the dye remained in the vitreous for 4 days thereby resulting in toxicity.
Photochemical damage from prolonged coaxial microscope light exposure could also explain the depressed mfERG foveal responses in our case. However, there were no fundus lesions typical of photochemical damage to support this diagnosis. Nevertheless, its role as a possible potentiating factor is considered.
Hence, the prolonged dye exposure, in addition to the extended surgical time, and hence, coaxial microscope light exposure, could have contributed to the transient retinal toxicity observed in our patient.
In complicated cases such as subluxated cataracts that may benefit from the use of Trypan blue, we recommend the following measures to minimize the risk of Trypan blue-associated toxicity to the retina: (1) Use lower concentrations of dye as previously described, 6, 7 (2) Use dispersive ophthalmic viscoelastic devices (OVD) to seal the anterior chamber angles using the following techniques: (2a) Inject the dye onto the anterior lens surface under Viscoat s7 (2b) the 3-step technique described by Marques et al, 8 or (2c) Akahoshi's soft shell stain technique.
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In conclusion, the use of capsular dyes is relatively safe for use in cataract surgery at low concentrations and brief exposure times. However, for complicated subluxated cataracts, it is necessary to exercise utmost caution to minimize outflow of dye into the vitreous cavity and prevent potential retinal toxicity.
KME Bacsal
1 and S-P Chee Dr Ghosh et al. 1 reported that a significant proportion of patients (24%) undergoing laser retinopexy required further interventions and the unfamiliarity of the trainees towards laser indirect ophthalmoscope had been attributed as the most important factor for retreatment. However, based on the data cited, we found it difficult to concur with authors' conclusion.
Authors had observed that 24 patients (24%) requiring retreatment and a significant proportion of them (13 patients) had inadequate coverage of the retinal break. 
